The treatment of amblyopia is centuries old. A systematic description of occlusion therapy was provided by Leclerc' in 1743, and to this day the method has by and large remained unchanged. Although occlusion often leads to beneficial results,23 there are cases where it is unacceptable to the child and frustrating for the parents. When occlusion has failed other methods have been tried." Dazzling or after-image stimulation of the foveola requires active co-operation from the child and therefore is often applied in a very late stage of the visually immature period. The success rate is poor. Penalisation, 8 another alternative, works best in cases of amblyopia combined with hyperopia and/or nystagmus.
In one of their earlier papers Hubel and Wiesel9 showed that there are cell clusters in the visual cortex that only respond to rectangular stimuli with a specific orientation. Thus different clusters respond to different angles of orientation. This forms the basis of the latest addition to the amblyopia therapy arsenal -the CAM stimulator. In 1978 when Banks et al.'°" described the method and the instrument, reporting improvement in 38 of 40 cases, the method seemed very promising. This led us to initiate this study in which CAM treatment was compared with occlusion on equally large randomly allocated groups. Since then others'2 13 have reported that CAM is not only as efficient as occlusion but also produces results sooner and therefore should be the treatment of choice. 
Patients and methods
The patients were children aged between 4 and 61/2 years who as part of the general health programme (this involves virtually all children in the age group) had an eye examination at paediatric care centres in northern part of Greater Stockholm between August 1978 and April 1981. Children who showed a difference of at least 2 rows in distant visual acuity between the 2 eyes (as measured by Snellen E chart with decimal steps) provided the weakest eye did not have a visual acuity better than 0-7 were considered having amblyopia. They were referred to our clinic.
A complete orthoptic assessment was undertaken, cycloplegic refraction (1% atropine topically twice a day for 3 days, one drop on the morning of the examination) and the ocular media and fundus were inspected. When necessary (hyperopia>1 D, myopia>0 5 D, and astigmatism>05 -D) full corrective glasses were provided. After these glasses had been worn for 8 weeks the patients were examined again, including visual acuity. Those who were no longer amblyopic as defined above were excluded from the study. The remaining 50 subjects were randomly allocated to occlusion and CAM groups, 25 in each group.
Occlusion therapy. This consisted of either total occlusion with patching over the eye or Einschleich on the glass. Einschleich, also called Bangerter filter, is a semitransparent membrane available in increasing densities to be applied to the front surface of a spectacle lens. in Table 4 . As shown by Table 5 , the 2 groups are very similar regarding distant visual acuity before treatment. Tables 6 and 7 show the improvement in visual acuity in the 2 groups provided it consisted of 2 lines or more on the Snellen E chart. These results are summarised in Table 8 We subclassified our material according to the type of amblyopia-anisometropic, strabismic, and stimulus deprivation. The anisometropic group was by far the largest (13 CAM and 12 occlusion); thus it did not allow valid conclusions about differences in improvement in the other subgroups. However, as pointed out earlier, the distributions in CAM and occlusion groups were very similar.
A point of practical interest is that a number of parents found it inconvenient to take time off from their work to accompany the child to our clinic for CAM stimulation twice a week. Some even asked for a switch over to occlusion but were persuaded against it until at least 5 sessions were completed. In summary, we consider that CAM is a useful alternative where occlusion cannot be used.
